A METHOD for obtaining and photographing living ova was discussed. An unsegmented human tubal ovum at the stage of the second maturation spindle was recovered on the 17th day of the menstrual cycle, The previous menstrual cycle to that in which the ovum was recovered was of 30 days' duration. The ovum was surrounded by the corona radiata cells and the zona pellucida appeared as a structureless membrane. The light yellowish, refractile vitellus completely filled the zonal cavity in the living ovum. On histological section the second maturation spindle is present.
Phases of Maturation, Fertilization and Early Development in Man By W. J. HAMILTON (Anatomy Department, St. Bartholomew's Hospital Medical College, London), GLADYS H. DODDS and JOSEPHINE BARNES (Obstetric Unit, University College Hospital, London) A METHOD for obtaining and photographing living ova was discussed. An unsegmented human tubal ovum at the stage of the second maturation spindle was recovered on the 17th day of the menstrual cycle, The previous menstrual cycle to that in which the ovum was recovered was of 30 days' duration. The ovum was surrounded by the corona radiata cells and the zona pellucida appeared as a structureless membrane. The light yellowish, refractile vitellus completely filled the zonal cavity in the living ovum. On histological section the second maturation spindle is present.
A second ovum was recovered on the 16th day of a presumed 28-day cycle. The ovum was free from cumulus cells and many sperms were seen in the zona pellucida.
The third specimen, an embryo partially implanted in the uterine endometrium, was found after hysterectomy on the 25th day after the beginning of the last menstrual period in a woman who had a cycle of 28 days. The embryo, partially covered by uterine epithelium, projected as a small elevation from the posterior uterine wall. The trophoblast is differentiated into a cytotrophoblast and a syncytiotrophoblast; the latter is thickest over the embryonic pole of the chorionic vesicle. An amniotic cavity is present and a yolk sac is in the process of formation. The embryo is estimated to be 10% days old, The time of ovulation in woman was discussed.
[A full account of this paper appears in the Journal of Obstetrics and Gyniecology, 50, 241, August, 1943.] DISCUSSION ON THE PRESENT POSITION OF THE LOWER SEGMENT CAESAREAN OPERATION Mr. C. McIntosh Marshall: In the following remarks I wish to be clinical rather than academic. Nothing has yet happened to disturb my own faith in the, transverse lower segment intraperitoneal operation provided that in suspect or infected patients the incision is made really low, sutured with the greatest accuracy and placed retrovesically at the end of the operation. With the use of local anxesthesia, a full employment of glucose, plasma, and blood infusions, sane and timely treatment of post-operative shock, ileus, and infections with the great means now at our disposal, the mortality need only be minimal. The rival operations: Hysterectomy for the infected patient has not been unusual in certain American and Continental clinics; but it is not an absolute safeguard against peritonitis and I feel that many uteri have been needlessly sacrificed for the sake of a very few patients who may possibly, though it can never be proved, owe their lives to such a radical procedure. But we in this country must at [east notice the extraperitoneal procedures (Latzko, Waters, Ricci) and the advantages they may yet have to offer. Cosgrove and Norton (1942) using the two former methods had a mortality of only 1.9% in 209 operations in patients who had all been in labour more than twentyfour hours, with membranes ruptured, and had undergone many vaginal examinations, Their results can be profitably compared with those in a similar group of operations to be presented by Miss Mayeur. A nxsthesia: Nothing has occurred since 1939 to shake the conviction I so firmly stated then, that local an2esthesia is by far the safest method in Cesarean section. Manahan (1942) states that among 38 deaths 4 were due to anzesthesia, Mohler (1943) admits that in 11 deaths from shock in 1,322 operations he cannot be sure that the anaesthetic (gas and ether) was not the responsible factor. It is my opinion that in 1,612 sections in the Liverpool Maternity Hospital between 1932 and 1941 an-esthesia was the cause of death in 0.4%. I cannot too strongly urge the wider use of local anzesthesia in at least all those patients who for one reason or another are regarded as poor risks. I earnestly recommend those who are doing large numbers of sections to consider the literature that is rapidly accumulating on this form of anaesthesia (Beck, Gordon, Holland, Marshall and the many contributions by DeLee and Greenhill, et al.). Placenta prxvia: I have now been able to deliver by the lower segment operation in the Liverpool Maternity Hospital 56 patients with placenta roevia without maternal mortality. For the best results the watchwords should be-no delay, use local anmesthesia. In many instances (34 in my series) the typical history, the character of the blood lost, and the abdominal signs warranted the diagnosis of a central or partial placenta praevia without recourse to a digital examination and its well-known disadvantages; in 31 of the 34 cases diagnoses so made were proved correct. If the above advice is followed transfusion will be rarely necessary. Post-operative complications: Caesarean section is an operation in which the risks are liable to be cumulative. They must be faced at least once and possibly two, three or even four times. There are only two to which I refer here; they are ileus and dehiscence of the abdominal incision and both, though rare, will appear on several occasions among any large series of sections. If ileus does not yield to the stoppage of all intake by the mouth, gastric syphonage and intravenous glucose drip, then I have never been failed by the passage of the large stomach tube, liberal lavage, and the passage of two ounces of castor oil down the tube; even with the greatest degree of distension and distress the bowels have always acted within eight hours. Concerning dehiscence of the abdominal incision I wish to direct attention to the pathognomonic sign that the parietal peritoneal suture has given; it is a profuse serosanguineous discharge which rapidly soaks the dressings, and stains them characteristically-a pinkish red centre with a straw-coloured serous surround. Even if the superficial layers of the incision remain intact, these patients, if followed up, will eventually show an incisional hernia. The sign is a warning and deserves more attention than it has received. Slides shown: Uterus excised following fourth operation, showing how "lower segment" in the early puerperal uterus is mainly a feature of the anterior wall; two placentae with intact amniotic sacs from cases of placenta prxevia in which the infants had been extracted through centre of placenta. Films shown: Use of the Pfannenstiel incision in extreme obesity with abdominal apron of fat; miniature lower segment operation on 26 weeks uterus; the pathognomonic sign of dehiscence of the parietal peritoneal incision with typical staining of dressings; resulting incisional hernize in two such patients; finally a colour film of the various ways of opening lower segment and delivering the infant to demonstrate simplicity, small amount of bleeding, and that in many instances the incision can be completed without rupturing membranes.
Miss M. H. Mayeur: In the Liverpool Maternity Hospital between 1932 and 1941, 1,178 transverse lower segment operations were performed by 12 operators. The maternal mortality (m.m.) is 1 -36% and the foetal mortality (f.m.) 6-54,%. The operations are considered in several groups. Patients of favourable omen: all the 646 were in good physical condition, and the operation was performed before, or early after, the onset of labour. The chief indications were previous section, disproportion and/or contracted pelvis, obstetric history, &c. The m.m. was 2 (0-31%) and the f.m. 3-73%. The causes of the maternal deaths were staphylococcal septicaemia (1), post-operative haemorrhage and shock (1). Placenta prxvia: There were 124 operations, only one classical section being performed for this condition in the last five years. Local anaesthesia was used in 65, inhalation in 20, spinal in 39 instances. The m.m. was 3 (2.42%) the f.m. 18-55%.
One death was due to post-partum haemorrhage, one to diabetic coma, and the third occurred in a patient who had had repeated anaesthetics, many vaginal examinations and treatment by Willett's forceps. Only five patients (4%) required transfusion before or after operation while of 113 patients treated by other methods transfusion at some time or other was necessary in 12-8%. Apart from vaginal examinations (71 patients) there was previous interference in eleven, Willett's forc-eps (2), vaginal packing (3), attempted stomach tube induction (4), artificial rupture of membranes (2). Heart disease: There is no general agreement concerning the best treatment of pregnancy complicated by some degree of cardiac decompensation; but whenever section is performed oin this indication all the staff are agreed on the great advantages of using local anaesthesia. There were 69 operations of which 44 were carried out under local, 3 under inhalation, and 22 under spinal an.aesthesia. One mother died (infective endocarditis) and two infants (prematuritv). Toxxwnias of pregnancy: In 41 patients with pre-eclampsia, chronic nephritis, or hypertensive disease, there were no deaths and the foetal mortality was 14-630/. Two mothers suffering from acute yellow atrophy died, but the infants survived. Local anaesthesia was used in 25, inhalation in 6, spinal in 12. Stuspect and infected patienits:
The practice of the hospital in regard to this group is easilv defined. If it is thought that the strain of vaginal delivery will be fraught with grave mechanical difficulties or that the risk to the life of the child will be more than minimal then the abdominal route is chosen, irrespective of the duration of labour, the condition of the membranes, previous vaginal interference or the presence of suspected or declared infection. Approximatelv half the patients had fever at the time of operation. In this group were 296 operations.
Eight mothers died, a m.m. of 2-70%. The f.m. wvas 7.430/. Maternal morbidity was 42 900o. The maternal deaths were due to general peritonitis (3), aspiration pneumonia (1), septic thrombophlebitis (1), post-partum haemorrhage (1), shock following operation for relief of facal fistula some two months later (1), perirectal suppuration from perforation with an enema nozzle (1). Of the cases in this group 271 patients were in labour more than twelve hours, 128 were in labour more than thirty-six hours. Operation had been preceded by surgical induction of labour (35), artificial rupture of membranes (17), attempts to deliver with forceps (22, no deaths), attempted version, &c. (10). The maternal mortality in this group was 2-38%.
In the entire series local anesthesia was used in 365, inhalation in 383 and spinal in 430 instances.
Professor Munro Kerr: MIy confidence in the classical incision for Casarean section was shaken when there Nwas brought into my ward a case of rupture of the uterus through the scar of a previous Caesarean section performed in the classical manner. Following this there cropped up cases in which the scar was observed to be thinned out at subsequent operation. It was in the second edition of "Operative Midwifery" published in 1911 that I first drew attention to the insecurity of the classical incision no matter how carefully the suturing might be carried out; and suggested that another region of the uterus might have to be selected for the incision. A year or two later I performed my first lower segment operation.
I was, of course, familiar with the writings of Kehrer and Frank and Latzko, Doderlein and Sellheim, but at that time the particular technique each employed was primarily directed against infection, while my concern more particularly was with the insecuritv of the scar in the classical operation.
The work which helped me most in devising my technique was Barbour's "Anatomv of Labour". This classic in obstetrics is a studv of the parturient canal during labour based on frozen sections of women who died during labouir or the puerperium. There vou can see illustrated the exact anatomical conditions of the parturient canal at all stages of labour. It seemed to me obvious that the lower segment must be the ideal site for the uterine incision-a thinned-out wall free of larger vessels with a special arrangement and distribution of muscular and fibrous tissue and easily covered with peritoneum. These figures from Barbour's monograph and in other papers published mostly in the Tranzsactionis of the Edinbuirgh Obstetrical Society directed me not onlv to the site of the incision but to the direction in which the incision should be made. I never have employed the vertical incision-because on anatomical and surgical grounds it is obviously inferior to the transverse incision.
To my mind the only objection that can be urged against the lower segment operation is that it is sometimes a little more difficult to extract the child and consequentlv an injury might be done to it by an inexperienced operator. [Some pictures were then shown on the screen illustrating the advantages of the lower segment operation on both anatomical and surgical grounds.] Dr. Ninian Falkiner: Since 1926 the lower segment sections have been regularlv reported in the Rotunda Hospital Reports. Between the years 1926 and 1942, 679 sections were performed in the hospital and of that number 412 have been lower segment operations.
The maternal mortalitv is just under 3% for these 412 operations. Personally I have performed 124 lower segment sections since 1940 and there has only been one maternal death and that death resulted from pneumonia from which the patient was suffering previous to operation. I still do classical sections but reserve the operation for cases where rapid and easy delivery of the fcetuis is particularly necessary. Up to last year I had dealt with placenta previa cases requiring section through the upper segment but have now adopted the lower segment route.
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The technique used has been: General anaesthesia. Catheterization immediately prior to operation. Subumbilical mid-line incision. Careful packing off of the intestines. Insertion of a large Doyen's speculum. Transverse incision of the peritoneum at bladder reflection. Pushing down of the bladder. Transverse incision of the uterus with scalpel down to membranes. Enlargement of incision with scissors. Delivery of the head, with hand if possible, alternatively by one blade of the forceps used as a vectis, or by applying forceps. Very occasionally a moulded head which has descended low in the pelvis has had to be pushed up by a second assistant who introduces a hand into the vagina.
When the baby is delivered: Pituitary extract (10 units) is injected into the uterine muscle, The angle stitches are very carefully inserted and the wound in the uterus defined. The placenta is then delivered. The uterine wound is closed in two layers with continuous catgut. The visceral peritoneum is then closed over the uterine wound, taking care that no sponge is covered over in so doing. A careful watch on wipes is necessary all the way through in this operation. The abdomen is then closed.
Before the patient leaves the theatre the problem of the immediate post-operative treatment is discussed. Oxytocics, salines, blood 'transfusion or chemotherapy are then ordered if indicated.
Mr. C. Scott Russell: As mortality from Caesarean section has now been reduced to the region of 1%, attention must be directed to maternal morbidity in the widest sense. The mortality figures must not now be used as the yardstick by which further progress and improvements in technique are to be assessed. As morbiditv improves, so mortality will decrease. I deprecate Mr. Marshall's rather free use of Caesarean section for placenta praevia; this condition is one which tends to be overtreated. I would recommend a wider use of simple rupture of the membranes except for cases clearly requiring operation. For these the lower segment approach gives good exposure of the placental site, enabling the surgeon to decide more easily than with the upper segment approach which cases require packing. Tearing the lower segment rather than cutting is of value if the placenta is encountered underneath the uterine incision.
Professor Andrew Claye (Summary): I think the time is ripe for another widespread inquiry into the results of Caesarean section, similar to that conducted by Holland and Kerr in 1921 (I. Obstet. Gynxc., 28, 358) .
The risks and advantages of the lower segment operation are not at present seen in correct perspective; specially good results by individual operators have been published; less satisfactory results have remained unreported. Rupture of the lower segment scar is probably a rarity, but one has been seen in Leeds. The inquiry should also cover the classical operation, and a large body of statistics be made available in order to arrive at a clear conclusion.
Dr. J. Lyle Cameron: Lower segment Casarean section by extraperitoneal technique.-The procedure has all the advantages of the lower segment operation with the additional benefit of exclusion of the peritoneal cavity. By this means the ingress of septic material into the peritoneal cavity can be prevented completely. This would therefore render it more widely applicable, especially to those cases which might be considered potentially infected, such as those which have been long in labour, with the waters drained away for some time, and upon whom intra-uterine manipulations have been made.
The essential steps of the operation are as follows: the skin, fat and aponeurosis of the abdominal wall are divided in the mid-line, starting below the umbilicus and carried well down to the symphysis. The peritoneum is not opened, but is separated from the back of the rectal sheaths on both sides. The wound edges are covered, and well retracted.
The patient having been placed in the Trendelenburg position to permit the foetus to slide upwards out of the pelvis, the head being further pushed upwards through the uterine wall, the lower part of the peritoneal sac is freed on both sides of the bladder, and lifted up by the fingers which are passed from side to side, underneath the peritoneal sac and the bladder. The peritoneal sac is now clamped, and divided transversely by applying a series of long-jawed artery forceps in succession and dividing the peritoneum below them. A small portion of the peritoneal sac remains attached to the bladder, which is pushed well downwards and held with a retractor. The series of clamps keep the peritoneal cavity closed.
The foetal head is held well upwards with the left hand, while the lower uterine segment, now freely exposed, is opened by a V-shaped incision, with its apex well down towards the external os, and the upper arms extending well medial to the uterine vessels. This opening is free and permits the foetus to pass easily, without the employment of forceps or other means of traction. A hand is passed into the opening, the presenting part is lifted upwards, while the fcetus is delivered by strong pressure on the fundus.
After the placenta has been removed, two to three mg. of ergometrine are injected into the uterine muscle to promote tonic contraction. The uterine incision is closed with a series of interrupted stitches, beginning at the upper angles and proceeding to the apex, great care being taken to identify the lower edge of the incision and the cervical canal. The peritoneum is closed by a continuous stitch as the series of clamps are removed. The peritoneum, at the fundus of the bladder, is caught up with two or three turns of catgut and anchored to the suture line in the parietal peritoneum.
The abdominal incision is closed in the usual manner.
If the case has been one of potential infection, the extraperitoneal space may be soaked with glycerin before the uterus is opened, and dusted with sulphanilamide powder before the abdomen is closed.
[Jlune 18, 1943] A Case of Pregnancy Complicated by Convulsions due to Cysticercosis Cellulosoe By NORMAN H. ASHTON, M.R.C.S., L.R.C.P.
(Director of Pathology, Kent and Canterbutry Hospital) CYSTICERCOSIS in England is of itself an uncommon disease but the great interest of this case lies in its association with pregnancy, for in addition to the fits the patient also had albuminuria so that her condition superficially resembled eclampsia. It is probably the first case of its kind to be reported in this country.
Historical nzote. 1943, in the eighth month of her sixteenth pregnancy, there having been thirteen normal labours and two abortions. She was in a semi-comatose condition and was having typical epileptiform fits about every fifteen minutes. She had not vomited. No history was then available so that eclampsia or status epilepticus had to be considered. On examination.-Stuporose and sweating profusely. Pulse 96 and of good volume. The blood-pressure was 130/90. Pupils equal and regular. There were no retinal haemorrhages and no papilloedema. It was not possible to obtain the reflexes as the patient was unco-operative and moved about continuously. The respiratory and cardiovascular systems were normal and there was no cedema of the sacral region or of the ankles. Eight months pregnant; presentation normal. Urine: albumin present, but a microscopical examination revealed no abnormality; blood urea was normal.
Idiopathic epilepsy, therefore, seemed the most likely diagnosis and she was given intravenous luminal. Fits continued at hourly intervals, there was no return of consciousness between: attacks and she was incontinent. Two days after admission she went into precipitate labour and was delivered of a normal male child but unfortunately collapsed after a severe post-partum haemorrhage and died before a transfusion could be given.
Post-mortem.-The first abnormality to be noted was the presence of two small cysts on the anterior surface of the heart. The liver and kidneys showed no evidence of eclampsia. In the brain numerous small nodules were seen scattered over the surface, and cut section showed them to be thick-walled and about the size of dried peas, situated either in or just outside the grey matter of the cortex or basal ganglia The cysts were not calcified. The diagnosis of cysticercosis was now ouite clear and the muscles were carefully examined. Calcified cysts were found embedded in the muscles of the upper
